A survey of obstetric anaesthetic services in the Yorkshire region, where about 44 500 deliveries take place annually, showed that inadequacies exist in the service to patients. A 24 hour epidural service is available in only nine of 19 consultant units, and in about seven units patients may have to wait up to half an hour for an anaesthetist to be available for an obstetric emergency. Additional consultant anaesthetic sessions are urgently required as well as centralisation of some units.
Introduction
The Yorkshire Regional Health Authority covers roughly 5350 square miles and serves a population of 3 6 million. It is divided into 16 health districts, and roughly 44 500 deliveries take place annually in 27 maternity units, one military hospital, and (for a few deliveries each year) an infectious diseases hospital. Of those 27 maternity units, 11 are run by consultants within a district general hospital, six are isolated consultant units, eight are isolated general practitioner units, and two are within teaching hospitals. During 1984 obstetric anaesthetic services in all of these units were examined. This paper discusses anaesthetic staffing and cover in the maternity units surveyed and relates consultant obstetric anaesthetic notional half days to the availability of epidural analgesia for labour and caesarean section. Aspects of the survey relating to midwifery staffing, clinical anaesthetic practice, and the general practitioner units are not discussed here. 
Methods
Each maternity unit was visited personally by the authors. Roughly two to three weeks before our visit a comprehensive questionnaire relating to all aspects of obstetric anaesthesia was circulated to each unit. These were sent to the designated obstetric anaesthetist or the appropriate member of the regional anaesthetic committee (or his or her nominee) or, in the case of general practitioner units, the divisional midwifery nursing officer. The person contacted could then consult other colleagues within each unit about the questionnaire before our visit. During our visit we discussed the questionnaire with the midwives, anaesthetists, and, when possible, the obstetricians and helped them complete it. To facilitate analysis of the data we have grouped the units by number of deliveries (table I) .
Results
Anaesthetic staffing and cover-Table I summarises resident anaesthetic cover. Only six out of 19 consultant units had resident cover solely for the labour ward. Table II details the distribution of consultant obstetric anaesthetic notional half days specially designated for obstetric anaesthesia both between and within each group of maternity units. There were no notional half days in units with fewer than 1500 deliveries but a wide range of notional half days in units with more than 1500 deliveries. Table III shows the availability of anaesthetic cover for an obstetric emergency during the day (0900-1700), at night time (1700-0900), and on Saturdays and Sundays. Availability of epidural analgesia for labour and caesarean section-In nine out of 19 consultant units epidural analgesia was easily available. A further five units endeavoured to provide this when arrangements had been made in advance and circumstances permitted (table IV) . Table V relates the epidural rate within each unit to the available consultant obstetric anaesthetic notional half days. There was a wide variation in epidural rate between individual units; in most instances the greater the number of available notional half days, the higher the epidural rate. The epidural rate and the availability of epidural analgesia may be used as a measure of the adequacy of obstetric anaesthetic cover. Where anaesthetic cover was adequate at consultant level the resulting education of patients, midwives, obstetricians, and junior anaesthetists was reflected in an increased demand for and, given available anaesthetic time, administration of epidurals. deliveries on the one site and would appear to be a more rational way to organise all the facilities that obstetric patients may require.
When a unit is too small to merit an anaesthetist on call solely for obstetrics the anaesthetist's duties may be more suitably combined with intensive care rather than surgical emergencies. In these hospitals the workload in obstetrics and intensive care will be such that simultaneous emergencies are rare or can be predicted.
Some hospitals use general practitioners or clinical assistants to provide obstetric anaesthetic cover. Unless there is regular updating and exchange of ideas between these people and the professional anaesthetists the patient requiring an emergency obstetric anaesthetic may receive less than an ideal service. If general practitioners or clinical assistants are employed then they must be given guidelines and encouraged to seek advice readily from the consultant on call.
Because of lack of resident cover or anxiety that the anaesthetist might be working in main theatre anaesthetic cover is often sought "in case" something might happen, such as breech and twin deliveries. During this survey the midwives reported that many junior anaesthetists were reluctant to attend for "stand by" duties. We think that it is the responsibility of the profession to' examine anaesthetic on call arrangements for every consultant obstetric unit and to ascertain whether better arrangements can be made within available resources. It would appear to be the duty of the district and regional general managers, acting on the advice of the medical staff, to ensure the speedy centralisation of isolated obstetric units and the provision of adequate consultant anaesthetic notional half days.
Finally, a quotation from Karl Kraus (Aphorisms and More Aphorisms, 1909) would be appropriate: "Women's rights are men's duties." It is surely the right of every obstetric patient to expect a first class anaesthetic service should she require it. population comprises different sex, age, and ethnic groups we need to know which subgroups are likely to benefit (or perhaps even be harmed) by drug intervention. Fourthly, debate continues about the potential hidden risks of long term drug treatment.45 Finally, interest in non-pharmacological remedies is growing.67
Some doctors continue to rely on personal experience while others are influenced.by the known association between high blood pressure and cardiovascular disease. Personal experience and associations established from epidemiological data should form the basis for clinical trials, not for clinical practice. In this review we analyse the effect of treatment on survival and cardiovascular events as shown by the major controlled trials and try to derive from these results a practical policy for treating patients with high blood pressure.
The trials
Nine trials of the effect of reducing blood pressure have now been completed, in which more than 50 000 patients participated (table I). At the simplest level, we should be able to assume that a trial has asked the right questions, included the right patients, and tested the right treatment. Surprisingly, several ofthe trials fail by even such simple criteria. Ifwe are to
